The site of subretinal fluid release is placed near the area of greatest retinal elevation, provided the vortex ampullae permit this. In practice this is usually near the rectus muscles. A radial incision is made in the sclera with a Bard Parker No. I 5 blade, deep enough to expose the black of the choroid. The choroid is then punctured by light touching with a fine diathermy point. Gentle pressure is applied to the globe with cotton-tip applicators in order to obtain the maximal flow of subretinal fluid through the sclerotomy. With flat detachments, room must be made for the intravitreal air. This can be achieved by sclerotomy as near as possible to the tear to allow fluid vitreous to flow through the tear and the sclerotomy,-"through tear" drainage! If this is not possible, fluid vitreous may be removed through the pars plana a purse-string suture (Ethiflex Ethicon No. Special 135/70 on a half-circle needle) is placed around the injection site and perforation is then made with a small gauge needle No. 25G followed by a larger gauge needle No. 2iG on a 2-ml. syringe. Up to 2 ml. of fluid vitreous may then be removed. The large needle is left in situ, an air syringe is substituted, and, after injection of air, the suture is tightened as the needle is withdrawn.
In bullous detachments, between I and 3 ml. of sterile air are injected into the eye through the pars plana between the rectus muscles. The posterior limit of the pars plana is indicated by the furrow produced between the rectus insertions by applying tension on the stay sutures. Sloping backwards to avoid the lens, the perforation should be made with a No. 25G needle 2 mm. anterior to the furrow. A single continuous movement with a dry syringe will inject the air in a single bubble (Dobbie, x969) . The eye is palpated gently during the injection of air to avoid raised intraocular pressure.
A precautionary visualisation of the central retinal artery is made at this stage.
The No. 40 silicone band is placed deep to the rectus muscles to encircle the sclera, so that it lies behind the site of the tear(s) and covers a greater circle of the eye. Thus it is usually equatorial. To gauge the required tension, the band should be tightened to contract the globe deep to the rectus insertions. On being secured over a greater circle of the eye from its initial position, it achieves the correct tension (Dobbie, I969 Moderate hypermetrope = +3-+6D High hypermetrope JV.B.-In our experience the relationship of the limits of the retinal detachment to the likely positions of the retinal The method described above may be recommended on several grounds. It is successful, gentle, and simple, takes little more than one hour to perform, and leaves the eye contours almost normal. Patients find the quiet eye and rapid postoperative mobilization encouraging and comfortable. We have occasionally used this method for inferior tears (Cases 2, 6, and I9), but the head-down position makes great demands on even the most phlegmatic of subjects.
In our hands monitored cryopexy has eliminated the formation of secondary tears and has made for easier exposure at re-operation, but we have found that, in very vascular operative fields, freeze-burns of the chorio-retina are hard to produce.
The No. 40 silicone band is remarkably inert, and since it is not tension sutured, there is little fear of suture cut-out and band migration. To date, we have had to remove only one band, and even in this case the ocular disturbance was minimal (Case I I).
We have been using and modifying this technique since our first case early in 1970. The following cases call for special comment.
Group A Case I The enormous tear stretching from the equator to the disc was untreatable by conventional scleral buckling; with air, however, the retina was easily replaced and the sealing even survived the patient's falling out of bed on the third post-operative day.
Case 8 This highly myopic retina had seven tears (equatorial and macular) and vitreous haemorrhage may have concealed more. The retina relapsed i month after surgery. Cases 24, 28, and 33 In all these cases there was leakage from the original tears which the too sparse cryopexy had failed to seal. Cases 28 and 33 responded to further cryopexy in a wider circle around the tears and their shallow detachments required "through-tear" drainage to make room for the intravitreal air. Case 24 responded to simple light coagulation over the inadequately frozen areas at the posterior angle of the tear.
Case 29 The large upper equatorial tear defied closure at two operations, first with air and then with a radial sponge. Although it is idle to speculate, the two approaches combined in a single operation might well have contained the traction forces which pulled the retina too far for surgery to be successful.
Case 32 In this longstanding detachment, alternating posturing failed to seal the lower of the two large tears which lay behind the ora at 6.30 and Io o'clock. Advancing fibrosis dissuaded us from further interference.
Group B All six cases achieved flat retinae although, in Case 40, the multiple surgical procedures reduced the vitreous to a network of optically useless bands. In Case 36 a non-progressive elevation remains in the lower temporal area.
The dangers of this method are noteworthy, but happily in our experience they are only theoretical. The greatest risk is closure of the central retinal artery by over-inflation of the eye. Intravenous Diamox 500 mg. will bring about a leisurely fall in intraocular pressure. If the urgency is greater, then 500 ml. 25 per cent. Mannitol may be given quickly by the same Post-op. visual auit.
6/60 6/60 6/I8 CF route. A paracentesis and finally removal of air through the pars plana will lower the intraocular pressure even more quickly, but this should be reserved for desperate situations; it is surgically inelegant and involves further penetration into the vitreous cavity. group.bmj.com on April 13, 2017 -Published by http://bjo.bmj.com/ Downloaded from examination. They showed that there was a definite histological pattern of mucopolysaccharide deposits in the inner layers of the pigment epithelium, distinguishing them from colloid bodies. Fluorescence retinal photography showed widespread background mottling (Brown and Hill, I968). The genetic pattern is not definitely known although both dominant and recessive patterns have been described (Duke-Elder and Dobree, 1967) .
This condition is often misdiagnosed as tapeto-retinal dystrophy, but can be distinguished by the typical morphological appearance, benign course, normal or near normal dark adaptation, and minimal field loss. The electroretinogram and electro-oculogram may be normal or slightly reduced. Though familial cases have been described, no history of similar lesions in other members of the family has been obtained in many cases.
Summary
A case of fundus flavimaculatus is described, and the differential diagnosis from tapeto-retinal dystrophy discussed.
I am grateful to the Superintendent, Government Ophthalmic Hospital, Madras, for permitting me to report this case, and to Dr. J. Agrawal for the fundus photographs.
